Introductory Training for
First Steps Providers

Basic Overview of First Steps
Track III
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Form 5: Provider Agreement

In both Track I and IT we have referred to the
Provider Agreement. Having an approved
Provider Agreement is essential. If you, as an
independent provider, or your agency do not
receive an approved provider agreement, signed
by the DPH’s Director, any services you provide
will not be reimbursed.

This Track is intended to help you accurately
complete each form. Submitting incomplete
forms will delay processing and prevent you
from initiating services.
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Form 5: Provider Agreement, pg. 1

Rev. 3/04.
Leave blank
Provider Number: FS-

COMMONWEATH OF KENTUCKY
Cabinet for Health and Family Services
DIVISION ADULT & CHILD HEALTH, DEPARTMENT FOR PUBLIC HEALTH

FIRST STEPS
Leave blank
PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of
200 by and between the Commonwealth of Kentucky, Division Adult & Child Health, Department for
Public Health, Kentucky Early Intervention, 275 East Main, Frankfort, Kentucky 40621, hereinafter referred to as
ACH and

(Name of Provider)

(Address, Cify, State, Zip of Provider)
hereinafter referred to as the Provider.

Fill in your Name or the Name of your Business & Address ‘
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Form 5: Provider Agreement, pg. 3

Read the full text of the Provider Agreement pages 1
and 2 sign page 3 as shown below:

PROVIDER DEPARTMENT FOR PUBLIC HEALTH
ADULT AND CHILD SERVICES

BY: BY:

Authorized Official Authorized Official

NAME: NAME: Steve Davis, M.D.

TITLE: TITLE: Director

DATE: DATE:

PRINT Na;ne, Title & the Date Leave blank

If contract is with an agency, this
should be signed by the individual with
the authority to sign a legal document

March, 2004
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Form 5: Provider Agreement, pg. 3

Read carefully the full text of the Provider Agreement
page 3 regarding Violation of Tax & Employment Laws.

The contractor has violated the provisions of { Check the appropriate statement. If the

g‘;ir(:‘i"y;?;fg;f;:i::f]_mealed such final deter ¢ statement is checked, attach the
The contractor has not violated any of the pro| of

year period.

FIRST PARTY:

DEPARTMENT OF PUBLIC HEALTH

ADULT AND CHILD HEALTH DIVISION

Name of Agency

to the agr

SECOND PARTY:

Sign Here
Name
BY
Signature Date
March, 2004
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Form 5: Provider Agreement, pg. 3

The contact person you designate will be responsible

for maintaining communication with the First Steps
staff.

‘ Print Information Here ‘
Contact Person ible for di: i
Early Intervention Services. J
NAME:
TITLE:
ADDRESS:
PHONE #:
E:MAIL ADDRESS:

all i ion from

packet to all involved in

All service providers required to have a state license must provide DPH with a current copy.

Submit copy(s) of license(s) with this agreement ‘

March, 2004 Version 2.0 Page6 <10




Form 6: CBIS Provider Enrollment

The Provider Enrollment form provides for a
standardized method to:

38 Collect demographic information about your business entity
$8ldentify employees who will provide services to KEIS recipients
$8Report changes to any demographic information

Before completing this form, give careful
consideration to your business structure.
$8What will you name your business?

$8Will you operate using your SS#?

$8Where is your business located?
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Form 6: CBIS Provider Enrollment

13 service providers can be listed on this page. If
more than 13, fill in appropriate number of pages

l ‘ As a new provider, mark this box ‘
Page 10

FIRST STEPS CBIS Pi ENROLLMENT FORM PROVIDER ID #_ FS OFFICE USE ONLY
E ot

T cendm “icat (4) A, (LA Loaing Agency or (DFS) Disctining st Seps | Leave blank r— G

SECTION 1: BILLING INFORMATION

3. Stroet Addross Line 1

4. Stroet Address Line 2

i ot T

son o5 [r20 oo o
by Comme P o e

o Tetopbons J1o.rax sy [ o Asmisrsr)

2 Tox st e o

[12. Districts) servec:
E Corporatin F.

)
A Indvidual B, Sole Proprictorshlp G, Partnership D, EstaterTrust
G
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Form 6: CBIS Provider Enrollment

‘ List your legal business name & address ‘

Page 101 1 A FORMG ___Rovisod 7.04

FIRST STEPS CBIS PROVIDER Ewﬁms r}(m PROVIDER ID #_ FS OFFICE USE ONLY
5o | O e N Progrem Consutentsr______
[ T T — DATE
JI\ SECTION 1:BLLIYG RFORMATION
¥
p—— PESS——
]l \
2 Sosethaines i 1
A4 N 8. First Steps Contract Administrator:
s oy s sute 120 4 i e ot
P e 7 iy Gt P 1 ot i
2 Tox s oreo oy 7 Dot o
Ko S eyt parvarsip . Esartst
2 Enon B
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Form 6: CBIS Provider Enrollment

List your Federal Tax ID or
Social Security number

Page Tof 1 FORMG ___ Rovissa7-04
FRST LMENT FORM FS QFFICE USE ONLY
B vew | T comtrmomm | T GO
] Addenum “indicate (A) Add, (LA) Leaving Ag: DATE: _
Indicate your tax status ‘ SECTION 1: BILLING INFORMATION
1. Business Name 2. Foderal TaxID/So0. Sec. #
286 Thera
5. Sireet Addvoss Line 1
123 Main|Steet
4. Steet Addross Lna 2
sute 101
6. Frst Steps Conract Admesiator
50%  somenet Gsme o .2p 2500 Name: Emas
PE— [arer 7 S Gones Pson1 v oy Ao
12.Tax Staus: (Croe One) [15-Distrcte) serve:
A indiidval 8 Sol Propistorship ¥ C_Parnership 0. EstaTrust
orporsion . G
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Form 6: CBIS Provider Enrollment

‘ Indicate the district(s) where you practice. ‘

Page 101 _1

FORM S

FIRST LMENT FORM

Revised 704
FS OFFICE USE ONLY

K von | commmomn

Program Consultant(s):

[ cdenm e (8 A, (LA Lesing Ageny or (D7) Dsontnang Fis Steps Serve

DATE:

SECTION 1: BILLING INFORMATI

1. Business Name

2. Foderal TaxID/Soc.Sec. # 61
5. Seet Addross Line 1
123 Main Steet
4. Steet Adcress Lina 2
Sute 101
5 Frst Stah Conract Admstator
- 65w oy .2p 2500 Name: Emai
PR [oem 7 Sien Cona ont1 o oy Ao
12 Tax Status: (Cicle One): [15.Disrets) servec
Kinchicua & Soe proprtoship (. parnership 0. Esaerust \
€ Carporaton 3
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Form 6: CBIS Provider Enrollment

contact person. This person will be responsible
Relations about changes in the provide:

List the name, phone #, fax # and email address of the designated

for informing Provider
r’s information

Page o1 rorMs  Roveod 74
FIRST LMENT FORM E, FS OFFICE USE ONLY
= =P | Program Consutart(s);
T oo it ) Ad. ) Lo Agncy o OFS) Dscontng et Sopbgorveen DATE
secriu . s wrORATION
1 Business Name \ 2. FedardNaxID/Soc. Sec. # 61999609
A6 Thrsey
b e
T e S o T
— for ¥ e gy
2 Tox s Crdo oy 75 DT sones
Joial oA CTS——— Lok Cumbaand
& ot ¥ 2
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Page 1o 1_

Form 6: CBIS Provider Enrollment

FoRMS

FIRST STEPS CBIS PROVIDER ENROLLMENT FORM

PROVIDER D #

Rovised 7-04

FS OFFICE USE ONLY
S wew | L7 conatranmn Program Consutari(s)
[T Addendum “Incicats (A) Add. (LAY Leaving Agcy or (DFS) Discontinuing First Steps Servioss BAE
SECTION 1: BILLING INFORWATION
1. Busiass Namo 2 Fodoral TaxI0/Soc. Soc. # 61999699
45C Tharapy
reet Address Line 1
9 StrectAddress 125 Main Staot
4.Strest Address Line
Sreet A 2 sute 101
& Frst Steps Contract Admmsator
1 Biling Contact Person (1 dfferent rom Admimsrator]
2. Tax Status: (Cros Oney 13.Disrics) Serve:
K inaitonl - 8 Sae ropietorship (D) Parnership . EstteTrust Lake Gumberand
E_ Carporation . G
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Form 6: CBIS Provider Enrollment

If you have other additional funding sources to provide KEIS services,
please list the source and amount. This will not affect reimbursement
for services provided through First Steps.

SECTION 2: SOURCES OF ALTERNATE FUNDING.

Please indicate any addiional sources you currently
have to provide services to KEIS eligbie chidron.
NOTE: This information will not be used In any way to
deny payment of KEIS eligible services. This
nformation is simply 1o provide KEIS with an

how adequate to
meet the early intervention needs of chidren
.

SoURCE AMOUNT

in Kentucky

March, 2004
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Form 6: CBIS Provider Enrollment

Leave blank

As a New Provider, ‘

Enter the name of each person who will provide First Steps
services under this agreement Do not use nicknames.

SECTION 3: ERVIGE PROVIOER(S) AND DISCIPLIE(S)
Fomor
e o
A Toense
o e secunmys | pisceunecooers) | bt | covrvies) manNG
¥
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Form 6: CBIS Provider Enrollment

Enter the Social Security #, Discipline Code(s) and License # for each
person who will provide First Steps services under this agreement.

SECTION 3: SERVICE PROYIDER(S)| AND DISCIPLINE(S)

7S orricE
Ent Active o Rotired State Employes GsEoncy
ALA Ense
oFs 1AL sEcuRr¢ s | piscipLi cope oweer | countves) TRANNG
x R}
Sue Smith
John Stevens
Jane Doe
March, 2004

Version 2.0
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Form 6: CBIS Provider Enrollment

‘ List County(ies) to be served ‘

‘ Leave blank ‘
SECTION : SERVICE PROVIDER(S) AND DISCIPLIN(S)

s gence

ntr"SE" Bside Name 1 ity At o Rted Sae Emp P
WA Toevse

e ocus securys | pmceune cooer | Hsmen | counden Tadnme
Sue Smith 111-11-1111 " it
John Stevens 222-22-2222 11 i
Jane Doe 333-33-3333 12 i

LIS AOBTIONAL STAFF O 600
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Form 6: CBIS Provider Enrollment

Provider Name:

FIRST STEPS CBIS PROVIDER ENROLLENT FORM

Provider CBIS ID:

FORM 6-A Rov. 704

o u
TS orrie
En Gseouy
ALA License
ors e secuny s | oiscreune coers) | nuwser NTYES) TRANNG
\ Continue listing staff on this page, if needed \
March, 2004

Version 2.0
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Form 6: CBIS Provider Enrollment

Provider Authorized signature:
I certfy, under penalty of law, that the information given in this Enroliment form is correct and completed to the best of my knowledge. | am aware
that, should investigation at any time show .a pe from the First Steps Program and/or prosecuion for
fraud may ocour. | hereby authorize the Cabinet to make all necessary verifications concerning the information provided, and authorize licensing
boards or other organizations to provide all information that may be sought in connection with the application to participate in the First Steps
Program

Sinature +———————— The person who signs Form 6
Title: X should be the same person who
\ signed Form 5 as the authorized
official.
Print name & title.
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Form 8: Electronic Media Addendum

This form outlines the responsibilities of a
contracting agency who may submit claims via
electronic media, e.g., fax or email.

Even though you may not plan to routinely
submit claims electronically, having this form
on file will allow you to do so without
experiencing delays in processing.
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Form 8: Electronic Media Addendum

This required form enables electronic bill submission
to CBIS.

Form 8-FY2002

Leave blank . . Rev. 8/01
Cabinet for Health and Family Services
First§teps Provider Electronic Media

This addendum to th®Qrovider Agreement is made and entered into as of the

day of 20 by and between the
Commonwealth of Kentucky, Cabinet for Health and Family Services, hereinafter referred
to as the
Cabinet, and 4

——
Enter Name & Address of Provider
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Form 8: Electronic Media Addendum

Read the form carefully before signing. An original
signature is required - do not FAX or email Form 8.

PROVIDER Cabinet for Health and Family Services
Sign Here
BY: BY:
Signature of Provider Signature of AuthorizedWicial or Designee

Title: Print Your Title & | Name: Steve Davis, M.D.
Leave blank
the Date

Date: Title: Director
Telephone No.: - Date:
Email Address. = | Print the Telephone Number, E-mail

4— Address & Name of Contact Person
listed on Provider Agreement

Contact Name:

March, 2004 Version 2.0 Page 22 <}J ﬁ>

Form 6: CBIS Provider Enrollment

8 Mail the signed CBIS Provider Enrollment form with the Provider
Agreement to:
Department for Public Health
ACHI / Early Childhood Development Branch
275 East Main Street, HS2W-C
Frankfort KY 40621

# Original signatures are required. FAX and email documents are not
accepted.

3 Attach any required documents: copy(s) of professional license(s),
statement of findings if you check the statement indicating a violation of
tax & employment statutes.

# Any changes to the Provider Enrollment must be submitted on Form
6ADD, the addendum form, and sent to DPH within 10 (ten) days. All
communication must include your CBIS-assigned provider number.

3 Don’t forget to submit a new W-9 (an IRS form) whenever you change
your name. It ensures that the correct name is linked to your tax L.D.

number. This will not affect your CBIS provider number.
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ASSIGNMENT

Q Print and complete mandatory Track III Post Test.

0 You must follow all instructions carefully. Failure
to properly follow instructions may result in your
contract being denied.
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